lllingis Department of Public Health
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA

AND PLAN QF CORRECTION

PRINTED: 08/02/2022
FORM APPROVED

IDENTIFICATION NUMBER:

1L6013353

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

c
106/24/2022

NAME OF PROVIDER OR SUPPLIER
ALDEN TOWN MANOR REHAB & HCC

STREET ADDRESS, CITY, STATE, ZIP CODE

6120 WEST OGDEN
CICERO, IL 60804

(X4)ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D

PREFIX

TAG

(EACH CORRECTIVE ACTION SHOUL D BE
CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION (X8)
COMPLETE
DATE

DEFICIENCY)

S 000

$9999

Initial Comments

Complaint Investigations

#2294526/1L147820

Final Observations
Statement of Licensure Violations:

200.610a)
300.1210b)
300.1210d)1)
300.1210d)2)

Section 300.610 Resident Care Policies

a) ~ The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually

by this committee, documented by written, signed

and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
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plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

d) Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis:

1) Medications, including oral, rectal,
hypodermic, intravenous and intramuscular, shall
be properly administered.

' 2) All treatments and procedures shall be
-administered as ordered by the physician.

These requirements are not met as evidenced by:

Based on observation, interview and record
review the facility failed to ensure a resident did
not receive a medication that was not prescribed
by his physician. This failure resulted in R3
receiving Glipizide (Sulfonylurea/Oral
Hypoglycemic Agent) leading to R3 developing
Hypoglycemia and Encephalopathy requiring
hospitalization. ;

This applies to 1 of 3 residents (R3) reviewed for
significant medication errors in a sample of 5.

The findings include:

On 6/24/22 at 9:50AM R3 was in bed, positioned
on his back. R3 appeared clean and comfortable.
His Gastrostomy Tube was running. R3 had 02
on per nasal cannula. R3 was on Contact and
Droplet precautions for COVID-19 as R3 is a new
| unvaccinated resident at the facility. R3's
respirations were shallow and R3 was
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